such is indeed formed by the incisura cardiaca,* the impression or notch made by the diaphragm in the left wall of the cardia, but the ease with which gaseous and fluid eructations may take place, indicate that the closure of the oesophagus is not a very efficient one. Indeed Jefferson2 has shown that efficient control over the gastric contents is maintained by the musculature of the stomach itself, apart altogether from the muscles of deglutition.
If there existed at the cardia, a muscular arrangement differing from that in other parts of the oesophagus, there would be good a priori reasons for believing that cardiospasm could, and under certain conditions would, take place. But none of our text-books admits the existence of special muscle-fibres or innervation, and all agree in emphasising the difference between the cardiac and pyloric orifices.
In the normal condition of rest the upper part of the oesophagus is closed, while the lower part contains some air; and if in straining or coughing the increased intra-thoracic pressure expels this air, I fancy it is replaced by escape into the oesophagus of some of that air which is generally seen at the cardiac end of the stomach by radiography. Neither mechanism and is not a true spasm.
It is a stammering of the muscles, which may be associated with a mental disturbance, an hysterical condition, an inherited neurasthenia or a toxic neuritis (e-g. alcoholism), and is without the scope of this paper further than to point out, that the disturbance is limited to the commencement of the oesophagus, and is not alleged to occur >n its course or at its termination.
The oesophagus is not of equal calibre throughout. At Be that as it may, the peristaltic action of the oesophagus is interfered with.
It is more likely to be a progressive than a sudden deprivation of function which would be incompatible with life. As the neuro-muscular affection spreads, the oesophagus becomes increasingly involved. All this time the entrance and exit to the oesophagus remain unaltered. At the entrance there is 110 difficulty because the pharyngeal muscles grasp the bolus and the food enters normally ; but once in the oesophagus, the weakened oesophageal muscle fails to provide the vis a tergo which is necessary to propel the food along the tube, and the exit from the oesophagus, retaining its anatomical calibre, the normal cardial orifice proves obstructive.
Apologia.?The role of an iconoclast is uncongenial, but criticism cannot be less acceptable to quondam worshippers because it is accompanied by reconstruction and simplification.
Only the collation of worthily expressed ideas, could have permitted that generalisation which I have attempted, in relation to congenital narrowing of the oesophagus, " cardiospasm," and cesophagectasia.
